Active Straight Leg Raise  by Chang, Wei-Ju
Journal of Physiotherapy 2012  Vol. 58  –   © Australian Physiotherapy Association 2012132
Appraisal Clinimetrics
Active Straight Leg Raise
Description
Active Straight Leg Raise (ASLR) is a functional test that 
is primarily used to diagnose pregnancy-related posterior 
pelvic pain (PPPP). The test is based on the observation that 
an immediate improvement in pain and the ability to lift the 
leg can often be provided for women with PPPP by pushing 
the hips together with hands (Mens et al 1999).
ASLR is performed in a relaxed supine position with legs 
straight and feet apart. Patients are instructed to raise their 
legs 5–20 cm above the bench, one after the other, without 
bending the knee and without pelvic movement relative to 
the trunk. A score is provided for each leg on a six-point 
Likert scale (0 = not difﬁcult at all, 1 = minimally difﬁcult, 
2 = somewhat difﬁcult, 3 = fairly difﬁcult, 4 = very difﬁcult, 
5 = unable to do). The scores are added to give a total score 
out of 10. The clinician observes any compensatory motor 
strategies such as altered breathing patterns, pelvic tilt/
rotation during the test. The test is repeated with manual 
compression applied through the ilia or with a pelvic belt 
tightened around the pelvis. The ASLR test is positive if 
the scores improve with pelvic compression; normalised 
motor control and breathing patterns can also be observed 
(O’Sullivan et al 2002). Changes in pain and ability are 
believed to result from the reinforcement of the force 
closure mechanism.
The ASLR provides information about the ability of load 
transfer and motor control strategies in the lumbo/pelvic/
hip complex. The diagnostic value of ASLR has been 
investigated in different patient groups such as non-speciﬁc 
LBP (Roussel et al 2007) and adduction-related groin pain 
(Cowan et al 2004 and Mens et al 2006a).
Reliability and validity: ASLR in PPPP has high test-retest 
reliability (eg, r = 0.87 and ICC = 0.83) and sensitivity and 
speciﬁcity for diagnosing PPPP (0.87 and 0.94) (Mens et al 
2001). ASLR has also been found to have a higher sensitivity 
than the posterior pelvic pain provocation test. Damen et al 
(2001) reported that the sensitivity of the ASLR test was 
58% and speciﬁcity was 97% in a group of women with 
moderate to severe (VAS > 3) pregnancy-related pelvic 
girdle pain. In chronic non-speciﬁc low back pain, Roussel 
et al (2007) found the test-retest reliability of ASLR > 0.70. 
The same study also showed low inter-observer reliability 
for the assessment of breathing pattern during ASLR.
Commentary
ASLR is a simple to use, reliable, and valid test to diagnose 
PPPP. It has been recommended for this purpose by the 
European Guidelines on the Diagnosis and Treatment of 
Pelvic Girdle Pain (Vleeming et al 2008). ASLR can also 
assist the assessment of musculoskeletal disorders in the 
pelvic girdle and in adduction-related groin pain. Research 
is improving our understanding of the normal and aberrant 
motor control mechanisms of ASLR and the effects of 
pelvic compression on the test. For example O’Sullivan et 
al (2002) showed that compressing the pelvis manually can 
normalise the motor control (reduced descent pelvic ﬂoor) 
and respiration patterns of patients with impaired ASLR. It 
has also been shown that wearing a pelvic belt improves the 
force closure of the pelvic girdle that is normally provided 
by transversus and obliquus internus abdominis (Hu et 
al 2010). Doppler imaging of vibrations has been used to 
demonstrate that the pelvic belt can signiﬁcantly reduce 
the sacroiliac joint laxity, at the level of ASIS or pubic 
symphysis, and improve the performance of ASLR (Mens 
et al 2006b).
The ASLR is equivocal as a predictor of future pain and 
disability of pregnancy-related pelvic girdle pain. More 
research is also required to investigate the role of ASLR 
in different patient groups with lumbo/pelvic/hip complex 
disorders as the clinimetrics in these patient groups are 
typically poorer than in PPPP.
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